In defence of locum consultant psychiatrists
Peter Kennedy (Psychiatric Bulletin, August 2003, 27, 281^282) has concerns about the quality and cost of locum consultants. Quality would be best assessed by the Royal College of Psychiatrists, as with CCSTs, perhaps by a retired consultant. The lack of a national database represents a failure of management at the Department of Health, as does its failure to establish a register of those other expensive wanderers, patients with Munchausen syndrome. Do I detect a note of envy at the »180k that locums receive? Fewer would be needed if three sessions extra were paid to over-worked general consultants. My impression is that home graduates tend to do less demanding jobs in liaison psychiatry, cognitive^behavioural therapy, and eating disorders, leaving the 'dirty jobs' to those qualified abroad. The pits of medicine, namely psychiatry, geriatrics and inner-city GP posts, have traditionally been filled by graduates of South Asia (Passage from India, Guardian, 27 August 2003) . Recruitment remains difficult, due to under-financing and bed closures, against a doubling of the incidence of schizophrenia in London (Boydell et al, 2003) . If a similar increase were to be found in epilepsy or diabetes, then extra resources, both in hospital and community, would be made available.
How much are consultants worth? The answer is »450^500k, which is the payment at direct treatment centres for surgical waiting lists.
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Tribunal panels
The College included a mail shot with the December Psychiatric Bulletin, making members aware of changes in recruitment to Mental Health Act 1983 Tribunal Panels. The College mentioned the decrease in the period of 'consulthood' required before an application to join would be considered. They raised the issue that there was a shortage of consultants willing to sit on tribunals, and that this was a way of addressing the issue. Psychiatrists, 2001 ). We conducted a survey of trainee experiences in psychotherapy and existing training resources in Northwest England. Questionnaires were sent to college tutors and psychiatry SHOs in Manchester deanery (response rate 406 0%). Information from trainees suggests that a third of year 2/3/4 trainees had not undertaken a single psychotherapy case.
Most trainees did not report any experience with systemic/family therapies. However, a majority of trainees had attended interview skills training courses and case discussion/Balint groups.
Information from college tutors suggested that all responding hospitals offered interview skills training and an active case discussion/Balint group. Psychotherapeutic skills were included in educational contracts of trainees in a smaller majority of responding hospitals. Individual-therapy training and supervision (in supportive-dynamic and/or cognitive modalities) was available (locally or through regional psychotherapy departments) in all responding hospitals, but systemic therapy experience was limited to only few hospitals in the region.
The findings suggest that resources are available to introduce trainees to psychotherapy at a basic level, but may be less adequate to meet individual and systemic therapy training needs of more senior trainees. There is a need to develop a regular and accessible system of supervision of trainees in individual (especially cognitive) and systemic therapies in the region. Bulletin, November 2003, 27, 401^403) . It appears to me that personality disorder will be broken down into multiple subtypes in the future. The two particular subtypes I have become aware of are those with personality disorder who also meet the criteria for adult attention-deficit hyperactivity disorder (ADHD) and have had childhood ADHD. This type will need the underlying ADHD to be treated. The second type is an autistic psychopathy which was described by Hans Asperger. It appears to me that a small number of patients with personality disorder meet the criteria for autistic psychopathy or Asperger syndrome, and these will require treatments focusing more on theory of mind skills and empathy deficits (Fitzgerald, 2001) . It is very much less common for the College to become directly involved in court cases. This has happened, to a greater or lesser extent, in three recent and important cases. This was a Court of Appeal hearing in relation to the two cases mentioned above. Both cases related to the legality of seclusion and the status of the Mental Health Act 1983 Code of Practice. In the former case (Colonel Munjaz), the patient had taken action against Ashworth Hospital because the seclusion policy and practice at Ashworth was not in line with the Code of Practice. In the latter case (S.), the patient took action against Airedale Hospital because of the specific circumstances in which he was kept in seclusion, again being outside the parameters set out in the Code of Practice. In both circumstances, the patients had lost their cases in the High Court and both had appealed. The Court of Appeal heard both appeals together.
BATEMAN, A. & HOLMES, J. (2001) Psychotherapy

Colonel Munjaz and Mersey
The National Association for Mental Health (MIND) was extremely concerned about the judgements because both Judges had appeared to diminish the importance of the Code of Practice. MIND approached the College, through me, to ask if we would be prepared to make a statement that could be included in their submission. I made a formal witness statement on behalf of the College, giving examples as to why we thought it essential that the Code should be considered the usual standard of practice other than in defined circumstances and for good clinical reasons.
The final judgement concluded that the policy in Ashworth was unlawful and Airedale were not justified in keeping Mr S. in seclusion for the length of time that they had done so. The Judgement made mention of the College's submission and said the following:
'hence we conclude that the Code should be observed by all hospitals unless they have a good reason for departing from it in relation to an individual patient.They may identify good reasons for particular departures in relation to groups of patients who share particular well-defined characteristics, so that if the patient falls within that category there will be good reason for departing from the Code in his case. But they cannot depart from it as a matter of policy and in relation to an arbitrary dividing line which is not properly related to the Code's definition of seclusion and its requirements'.
The Queen (on the application of I.H.) and (1) 
